Discussion on General Practice in a Changing World
Dr John H Hunt (London) I have worked in neither the U.S.A. nor Canada. My experience of general practice is limited to the United Kingdom and Eire, a short trip a few years ago to see general-practitioner clinics in Scandinavia, a small experience of general practice in India between the two world wars, a trip to Russia for five weeks last summer, and a recent six-week journey to New Zealand and Australia. On the way there my 'plane was delayed in Fiji for a few hours; the airport doctor gave me the names of three general practitioners on the island who showed me their surgeries, their homes, and their patients.
Air travel has made journeys to these distant places comparatively easy. My grandmother took six months to reach New Zealand from London on her honeymoon in the 1870s; I did the same journey in just under twenty-four hours flying time. The medical services in many of these countries are developing so quickly, and in so many different ways from our own, that I feel sure we should learn a great deal from them. Sometimes I wonder whether it would not be worth while to appoint official 'medical attaches' to some of them so that our Ministry of Health or its advisers could keep in close touch with what they are doing.
The role of the general practitioner: Eleven years ago, on the day the Collings' Report was published -March 25 1950 -the leading article in the Lancet (1950) said 'We have to decide what the general practitioner should be doing, and thenwhatever it isenable him to do it properly'. The significant words are, of course, 'whatever it is'. Until we know just what he should be doing, we cannot tell how many doctors we need, how they should be trained, what equipment and premises they require, or how they should work.
Almost exactly a year ago, Dr Fox (1960) put the cat among the pigeons by writing in the Lancet that 'general practice is dead or dying in 25 this country' and that elsewhere 'except in isolated places the general practitioner is already extinct'. That is one way of solving the problemto wipe the slate clean and start afreshbut there happen to be about a quarter of a million general practitioners in the world who really believe they do exist, and somehow we must determine their role and their duties.
The titles 'general practice' and 'general practitioner': It is worth considering whether the title 'general practice' is really correct; if not we should try to change it, however troublesome this might be. We are certainly in 'practice' -I do not think anyone could doubt that; the main question is, are we still 'general' in spite of being no longer comprehensive ? We can get some help in this, I think, by considering a general store. No general store anywhere in the worldfrom a small one in Texas to a large one like Harrods in Londoncan possibly sell everything. The fact that one cannot go into Harrods and come away easily with a brick, a bumble bee, a blunderbuss, a baby or a bulldozer, does not, I think, prevent that store from considering itself to be 'general'; and the work of a doctor, even if he is not doing heart surgery, complicated biochemistry or radiotherapy, can still, I believe, be described as 'general' so long as his outlook is broad and his interests are widespread.
We should consider carefully the suggestion which Dr Fox made last year that we should replace the title 'general practitioner' by 'personal doctor'. In some ways it is a good idea and one worth examining carefully. Before discussing this point I would like to make quite clear that no one believes more strongly than I do in a close and happy doctor/patient relationship, in the importance of the psychological aspects of our work, and in the 'art of medicine'; all of which I put first in my Lloyd Roberts Lecture four years ago (Hunt 1957) . It seems a pity to limit the word 'personal' to our work alone, because this implies that the work of specialists is impersonal which is often not the case. I believe that all good doctoringby general practitioners and by specialists-must be personal; no one's work could be more personal than that of some psychiatrists and gynaecologists. In the past certain eminent people have, quite rightly and properly, taken a doctor with them on their "travels round the worldone doctor for one patientwhich is my idea of a truly 'personal doctor'; the adjective being used here in the same way as in 'personal maid'. The term 'general practice' is now so firmly established, and so many institutions have adopted it in their titles (The Section of General Practice of the Royal Society of Medicine is but one example), that I do not believe this is the time to consider a new international nomenclature unless there is overwhelming argument in its favour. I, myself, would be as sorry to see us called here 'The Section of Personal Doctoring of the Royal Society of Medicine', as I would be sorry to see the familiar initials G.P. replaced by P.D. Different types of general practice: There are, of course, all kinds of general practicefamily doctoring, school doctoring, factory, ship and service doctoring and so onand the varieties of e4ch can be multiplied indefinitely. No two civilian practices are the same. In New Zealand, in the forests at the tip of the South Island, where a great deal of logging goes on, a doctor in practice amongst the sawmills told me that it was exceptional for him to see an adult male who still had a thumb and all four fingers on each hand. The flying doctors with whom I flew in Tasmania and Australia do all the ordinary work of general practitioners, except that they travel by air instead of by car. Some oftheir patients live 400 miles from the nearest doctor or chemist, and are only connected with them by rough tracks crossing unbridged rivers. One can imagine what it must have been like to have fractured one's femur under those conditions, or to have developed a perforated appendix or duodenal ulcer, before the flying doctor service brought to these people what has been so aptly called a 'mantle of safety'giving them a sense of security, and freedom from isolation and fear, for which they are extremely grateful.
The point I wish to make is that no one in any country can generalize too much about general practice. I have made the plea before, and I would like to make it againthat every Health Service should be kept flexible and be looked upon as a long-term experiment so that it can develop and evolve when others have something to teach it. The danger, when any service becomes too highly organized, is that evolution cannot easily take place. Our National Health Service was planned, sums of money were set aside and rules and regulations were made, before we really knew what general practitioners should be doing. When we have decided this, great changes may be needed. The whole world is watching us, and it will be interesting to see how many other countries copy us.
General-practitioner centres: I was impressed by Dr Fox's suggestion that we should encourage in this country the development of general-practitioner posts (Fox 1960) . I am sure he is right. In the reforming zeal after the Second World War, it was thought that health centres might provide these for us, but on the whole they have been disappointing. -Dr Guy Ollerenshaw and I wrote a paper seven years ago (Ollerenshaw & Hunt 1954 ) suggesting such centres, away from main hospitals, which we called 'Family Medical Centres'. We thought that they should have whatever the general practitioners in the district wanted a common-room for doctors to meet and have coffee or tea (or even a buffet lunch) and in which to talk to local-authority and social workers, a small library, a room for dressings and other nursing care (perhaps with a nurse in charge), a minor operating theatre, a pathological laboratory, an X-ray apparatus, or perhaps an electrocardiograph. I must stress that every such generalpractitioner centre will be different, depending on the number of doctors using it (from 5 to 50 or more) and what is needed in that particular area. We are watching with great interest the centre that has recently been opened at Peckhamthe South East London General Practitioner Centre (serving about 80 family doctors) -and the one being built as an annexe to the new Charing Cross Hospital. Neither may be a complete success; but we are certain to learn something from them and they are steps in the right direction.
Ancillary services: We have now many ancillary services for general practitioners in our cities; some doctors may have ten or more different helpersreceptionists, secretaries, surgery nurses, district nurses, midwives, health visitors, psychiatric social workers, almoners, maternity, child welfare and school health workers, dieticians, physiotherapists, rehabilitation and occupational therapists--and I am just a little afraid of the dangers inherent in having too large a health team.
We must recognize that many people prefer a single doctor friend to a panel of medical advisers and acquaintances, and I do not believe that a committee can ever replace a good family doctor. If there are too many members of the team, they are liable to work independently, perhaps giving differing or contradictory advice. If they work too closely together, an extra psychologist may be needed, as Dr Silver (1960) has hinted, to sort out the interpersonal relationships between different members of the team.
General-practitioner beds in hospitals: It is important, I believe, that general-practitioner beds in hospitals should be in general-practitioner hospitals or in general-practitioner annexes of general hospitals, rather than inside the general hospitals themselves. Some people say that family doctors in this country are so busy that they do not need hospital beds; but I have never been really convinced that a patient with a generalpractitioner complainta boil on his leg, a sprained ankle, or lumbago-when he has to go into a hospital bed just because there is no one to care for him at home, always needs to be cared for in that bed by a specialist. I can see no logic in the argument that while such a patient is upright he can well be looked after by his family doctor, but as soon as he lies down he becomes a case for specialistcare. Onaverage eachgeneral practitioner in England and Wales has charge of less than onehalf of one hospital bed, which is not enough. In Canada, the United States, New Zealand and Australia, the majority of general practitioners can put some of their patients into hospital beds and look after them there. They feel fairly treated, they are in close touch with specialists, and my impression is that their clinical enthusiasm is greater on the whole than it is in many family doctors in our country.
General practitioners with special interests: There are not enough specialists to go round, so that many general practitioners must do a certain amount of special work whether they like it or not. There are more than 40 different specialties, with some of which family doctors have little in common; but some concern them greatlyinternal medicine, obstetrics, pediatrics, geriatrics, psychological medicine, minor surgery and accident work, and public health. Doctors with these special interests must not become too involved in them; they must remain primarily good general family practitioners. The last thing we want is a great number of low-grade specialists. In Russia there had been, I found, a tendency towards this: when I asked why some of the doctors visiting patients in their homes had no knee-jerk hammers, or instruments for looking inside the ears or eyes, I was told that they referred all those cases to the polyclinic specialists. But a number of Russian doctors had already revolted against this, and many were, in fact, carrying these instruments because they could not tell whether there was anything wrong with the ears, or nose, or nervous system of their patients until they had tested them.
General practitioners and specialists: The work of general practitioners and specialists must be complementary. Good medicine is impossible if family doctors are isolated from specialists for too longit is good for both to keep in close touch, speak the same language and to rub shoulders with each other. The present wide gap between the two must be narrowed. There is a need, too, for a stepping stone from general practice to specialism. Some general practitioners who find that they become particularly interested in a speciality may want to take it up altogether; conversely, some young specialists may find that after all they prefer general practice and may wish to come back into the fold.
It is an interesting fact that the more a general practitioner knows about a special subject, the more likely he is to call in the help of a specialist in that subject when he does find something wrong. The advent of general practitioners with special interests increases, I believe, rather than diminishes the work of the specialists in a district.
I suspect that there is far more general practice going on in the United States than Dr Silver (1960) suggests, carried out largely perhaps under the cloak of a specialty because specialists can command higher fees. There is an aura about the word 'specialist' which has, I believe, reached its peak and is now declining. In New Zealand I was told of a group of six doctors who were working happily together until one of them put 'peadiatrician' after his name on his plate, another put 'dermatologist' and another one 'surgeon'. An Irishman, a member of the group, not to be outdone, put after his name just the word 'specialist'. His colleagues were bewildered and asked him in what he specialized. 'In caring for my patients' he said, and he had the largest practice of them all! 'Rotten' doctors: If anyone tells me that some general practitioners in his area are 'rotten doctors' who do not examine their patients or take proper histories, or write good letters, I always ask 'who selected these peculiar men and women to be medical students, who taught them, and who decided the conditions under which they should work?' If the general practitioners in any area are really bad it is a serious indictment of their selection, their training, or the conditions under which they have to work. In the training of family doctors of the future general practitioners will almost certainly have to play an increasing part in student-selection, student-attachment, as generalpractitioner advisers to teaching hospitals, in departments of general practice, in generalpractice teaching units, and even in chairs of general practice in the universities which I believe will come in time.
'Erosion' ofgeneral practice: I do not agree with the suggestion which is so often made that general practice is being 'eroded' by the work of the specialists and that family doctors are now working only with 'what is left over' as 'residual legatees'. I feel that the scope of general practice has increased enormously during the past few years, and so much that is well worth while has been added to it, that drastic pruning is now necessaryto cut out everything which other people can do better than we can, so that we may concentrate on what we can do better than any specialist or hospital. We should not be ashamed of not doing renal biopsies, cardiac catheterization, or lung resections; we should be only too thankful that there are people who will carry out these techniques for us, giving us time for the work which we alone can do really well.
It is sometimes suggested that general practitioners wish to return to their pre-eminent position in the medical services. I do not believe that this is so. Medicine is so complicated now, there are so many specialists and the team is such a huge one, that I do not think any members of this team should be pre-eminent.
The size of the problem: In our country we still have a great many problems connected with general practice. Multiply these by the number of countries in the world and one begins to realize what Sir Robert Platt (1957) meant when he said a few years ago that 'the exciting days of general practice are only just beginning'.
There is a shortage of doctors throughout the world. There is also a shortage of foodwe are told that about half the population of the world is living on less than 1,600 calories a dayand every country is short of money for its medical needs. In Tibet there are only a few qualified doctors; in Ethiopia there is one midwife to a million people; in parts of Central Africa there is only one doctor to about 200,000 people. Like all these we, too, have to improvise and make the best of what we have got.
Financing the general-practitioner service: No country could afford the fullest general practitioner service financed by its treasury alonethe cost would be astronomical. Even the Russians have realized -that their medical service cannot give everyone all the care and attention that is sometimes needed; there is now private practice in the U.S.S.R., and the State has built private medical and dental clinics. Every country must decide what proportion of its income it can spend on a national family-doctor service, and whether or not it will allow patients to pay for additional enefits through personal insurance or private fees.
In New Zealand and Australia a patient can receive from the same doctor his state-financed and privately-financed general-practitioner care. In our country he has to go to a second doctor for everything which the National Health Service cannot afford to provide. Other countries feel that we have made a mistake in splitting our general practice like this, and that it gives rise to many unnecessary difficulties and frustrations; it is one of the main reasons why they do not wish to copy us.
To change just now might prove difficult. But if a method could sometime be found of integrating and overlapping satisfactorily, in the work of a single doctor and in a way which could not easily be abused, all the family-doctor services of a patient, however they are financed, I believe that this would help many patients, it would restore to many doctors incentive and encouragement to improve their work, and it would pay for better general practice in Great Britain.
The needfor good general practice: Nearly everyone seems to agree that good general practice is still essential for any good medical service. The editorial in the Lancet of March 4, 1961, said 'the most important problem in medicine todaythat of providing in all countries enough doctors well trained for family practice'. There is an urgent need everywhere now to fit general practice into the framework of modem medicine. Rather than deny its existence, or change its name, our job is to train more students properly in this branch of our profession and to raise its standard and its status so that anyone will be proud to join it. Collectively, our responsibility in this is to the Commonwealth, if not to the whole world; we have a unique opportunity now to give a lead to other countries and to set them an example. Individually, the personal responsibility of each one of us is the welfare of his own patients in and near their homes. It is not only the flying doctor's patients who appreciate the mantle of safety, comfort and guidance which a good family doctor can spread over them: most other people appreciate it too, even in the largest cities. May the lives and work of all of us reflect the spirit of Albert Schweitzer's simple words written on the beacon of his wharf at Lambarene in West Africa: 'Here, at whatever hour you come, you will find light and help and human kindness.' Section o.fGeneral Practice
Dr T F Fox (London)
One of the great changes in our world is that big enterprises are taking the place of small ones. Our wants are no longer supplied by people near at handthe miller, the blacksmith, the tailor, or the poulterer. Instead our flour is processed in a distant factory; the spare parts of our car come from the works; clothes of every size can be bought 'off the peg'; and a vast biological factory supplies us with broilers ready for the pot. In the same way the technical revolution is substituting the supermarket for the little man round the corner; and in medicine, unless we call a halt, it may substitute the hospital for the individual practitioner.
In Britain general practice has been temporarily preserved by the National Health Service. Some may think the preservation has been done at the cost of putting practice in a deep freeze; but at least the general practitioner's independent status has been maintained for the time being. With this respite we have a chance to consider whether in future a general practitioner, outside the hospital service, will be really needed; and if so, what he should do. In a closely packed society, with good transport and telephones, do people still require their own doctor round the corner? Or should they change their habits and get all their medical care from the hospital?
My recent thoughts about this I owe largely to Dr Silver. He thinks thatanyhow in citiesindependent practitioners are obsolescent; and that a group of specialists, based on the hospital, should take their place. But he recognizes that the passing of the old-time family doctor may leave a real gap. Hence his group at the Montefiore Hospital in New York not only provides first-class specialist care but also tries to give each patient the security and comfort of having a doctor whom he can regard as his own.
In the U.S.A. specialization and mass-production are widely accepted as synonymous with progress, and my own impression from seeing the Montefiore and other examples of group care was that before very long the American public in cities may be content to get all medical care from groups based on hospitals. Moreover I think that such groups can do everything better than the independent practitionereverything except one. The exception is this. By its very nature a group cannot give the best kind ofpersonal medical care.
Not only the Americans but we too have to decide how much this matters. And our answer, I think, will depend on our concept of medicineon whether we believe that the doctor exists to look after people or to look after diseases. These are two opposing schools of thought, and we shall make little headway till we decide which school we belong to.
A great many people hold that the acid test of a medical service is simply this: does it pick up the serious diseases in time, so that they can have efficient treatment? To such people the centre of gravitythe heartof medicine is in the hospital, where the efficient treatment of serious disease is usually decided upon or given. In their eyes the outside practitioner is doing his job if he ensures that any disease needing active treatment is spotted quickly and referred to the specialist; and it does not really matter if his management of minor illness and anxiety appears perfunctory. After all, the large majority of disorders cure themselves whatever is or is not done for them.
I suspect that not only many specialists but also many general practitioners see practice like this, and that their opinion on what is good now and desirable for the future is based on their beliefconscious or unconsciousthat hospitals are the temples of medicine. This is the idea we got when we were students, and it is far from unreasonable. But if that is what we think, do we accept the corollary? The plain fact is that, with distances shortening, we cannot go on claiming autonomy for the private practitioner if his function is only to be a sorter of diseases. Important though this function is, it could be performed at least as well, and very likely better, by a group of specialists at the local hospital.
To justify the independent practitioner we have to accept, at any rate partly, the opposite concept of medicine, that it consists in the continuous care of people. On this view the need for diagnosing and treating disease properly is in no way less; but the hospital is auxiliary to the practitioner, not the practitioner to the hospital.
As I see it, this second concept of medicine is the right one. In practice it is clear that as the specialties have got cleverer and more diverse, the patient has more (not less) need of a wise doctor who will look after him as a personin relation to his family, his work, and his other circumstances. Everybody needs a medical friend who will help him to get the best out of his life by avoiding illness, by overcoming it, or by putting up with itan experienced adviser who will sometimes send him to a specialist but sometimes stop him going to one. This kind of judicious care over the years is one of the things that people not only want but really need; and they can get it best from someone who lives near them and knows their home. I do not see how any member of a hospital grouphowever benevolent and however well organizedis going to have the same sense of personal responsibility as an independent doctor who agrees to take medical charge of someone through the years.
If we want the independent general practitioner to survive, then, he must concentrate on the only work that cannot be done equally well by the hospital. He must become above all, a personal doctor. And if this were really accepted, it would mean, I believe, a gradual change in our idea of general practice. I do not expect the general practitioner to change his name: that would be asking too much. But I do think we ought to change our criteriaour basis for judging success. To-day a practice may still be classed as good if it is an efficient sorting agent which picks out all important remediable disease and sends it to the specialist. But if we look at the practitioner as a personal doctor, such a practice may be gravely defective. The personal doctor has to do much more than sort; and he cannot do it well unless he really knows his patients and listens to their troubles. In our profession some people think that all the time a patient really needsall the time to which he is medically entitledis the time required for discovering whether he has something seriously wrong: anything more than that is 'frills' -a luxury which he cannot reasonably expect unless he comes as a private patient. But this misconceives the essential function of the independent practitioner, which is to look after the patient as a person.
In talking about the personal doctor, I am very far from proposing a lower professional status. A friend of mine accused me of wanting to turn the practitioner into 'a sort of medical curate; one who visits, exchanges ideas, throws out suggestions, but, in fact, accomplishes precisely nothing of therapeutic value'. On the contrary, I want him, in taking full charge of people, to assume considerably more responsibility than most practitioners assume to-day; and to justify this responsibility he must have clinical skill and selfreliance. If the practitioner is to fulfil'his purpose, he must feel that he himselfnot some anonymous group in a hospitalis the patient's own doctor; and he will never feel this unless he makes his own diagnoses as fully as his facilities and time allow. Also his judgment, in relation to that of the specialists, will not carry much weight unless he has a pretty good knowledge ofmedicine.
And here I come to what looks like a paradox. Though I am saying that we should resist absorption ofgeneral practice by the hospital service, I do not see how the personal doctor can keep up to date and do his work really well unless he draws closer to the hospital. Though the personal doctor, as such, should have full professional independence, being subordinate to no other person or institution, he is likely to be much better at his job, and more interested in it, if he is always in and out of hospital, talking to the specialists there about his cases.
The contact of practitioner and hospital should, I suggest, be of two distinct kinds:
(1) All outside doctors who are prepared to cooperate by sending the specialists decent notes should be made associate members of the staff of the hospitals where they work. They would ha've free access to any of their patients who are admitted, and on such visits their comments and help would be regularly invited. They should be welcomed, too, on any ward round; they should have use of the library; and there should be at least one comfortable room which they could regard as their home in the hospital and where they could meet their specialist colleagues.
(2) Quite apart from his associate membership of the hospital staff, a man who is in personal independent practice should be able, if he wishes, to spend part of his time working in a specialist service, either in the hospital or elsewhere. But only on one condition. The personal doctor who wants to practise any specialty must, for that purpose, join the appropriate specialist team. As personal doctor he is an independent practitioner, professionally the monarch of all he surveys; but in so far as he decides to be also a specialist, part-time, he must accept the leadership of a whole-time specialist at the hospital. Many will disagree with me, but I believe those are the only terms on which, in the National Health Service, a general practitioner should undertake obstetrics, and the only terms on which he should admit patients into general-practitioner beds. When he undertakes work for which the hospital service is ultimately responsible, he must do so as a member of the hospital team.
In the same way those practitioners who are more interested in public-health and social work than in that of hospitals may prefer to attach themselves to the staffofthe M.O.H. or ofthe local industrial health service.
Whether or not they take a special interest in public health, all personal doctors should of course have links with the M.O.H.'s department, which can lend them the ancillaries and the equipment often necessary for home care. And I agree, of course, that the practitioner is the fitting leader for what may be quite a large team looking after his patient in the home. At the same time, personal practice is not something that can be deputed to other people under the doctor's distant supervision; and what looks like a logical piece of organization may, by becoming too big, defeat the sole object of having a personal doctorby making him impersonal.
To the public the ideal doctor is a man on duty, accessible and fresh, day or night, for a lifetime. To the doctor the ideal practice is one which gives him a chance to relax, and read and take exercise, and be civilized, and even mix with his family. Passionately though I am propounding the doctrine of the personal doctor who is really personal, I would agree that partnerships of two or three practitioners are usually desirable as well for the body as for the soulto preserve the doctor's health and to give him everyday professional support and companionship, beyond what he can get by visiting the hospital and talking to specialists. On the other hand, if personal practice is really our aim we should beware of the larger group with its complex organization and its impersonal building resembling a minor hospital. In this country, where real specialists can be found so close at hand in hospital, there will surely be less and less need for the kind of group whose members confine themselves mainly to particular specialties. And in so far as health centres were to be a sort of half-way house between personal practice and the hospital, the decision not to develop them was wiser, perhaps, than some of us thought at the time.
In brief, then, my argument is that only as a personal doctor is the independent general practitioner likely to survive. At present his independence is protected by the N.H.S., but this is only a reprieve; for a time may well come when people will say 'The hospital is the best place for modem medicine; so let's get all our care there'. I do not myself believe that any hospital group can give continuous personal care of the kind given by the best practitioners to-day: and, if that is so, to replace the independent doctor by a hospitalbased service would be to choose a secondbest.
But if the general practitioner is to regain his position as the patient's real doctor, he must be able to offer more than he usually offers to-day. Not only must he have a vocation for doctoring but also he must have equipment and time for doing first-rate work. He will hardly regain his responsibility and his autonomy unless he is as good at his own job as the specialists are at theirsunless he collaborates with them on equal terms. If these conditions for personal practice are never going to be realized, he may as well abandon the struggle for independence and join the hospital group.
In asking that doctors should give their patients more time and thought, one is also asking for more doctorswhich we may never be able to get. But even if we cannot afford the best, we ought to know what it is. My own idea of the best is to have the medical supermarket, by all means, but also the man round the corner.
Dr GeorgeA Silver (New York, U.S.A.)
Planning for Family Medical Service
You have had in this country several serious analyses of general practice such as those of Collings (1950) and Taylor (1954) , periodic observations such as those of Logan (1960) and Backett (1960) and even presentations in the lay press on the present state and future possibilities of general practice. Dr Fox (1960) put the argument into perspective by entitling his paper 'The Personal Doctor'. The problem is really one of providing an adequately trained and interested family doctor. Serious thought must be given to the implementation of the ideals of family practice partly because of the decline of general practice, partly because of the rise of specialism and partly because of the increasing need for family advice and guidance under the pressures of changing social situations and changing medical knowledge.
In the United States, the declining role of the general practitioner and the corresponding increasing importance of specialism has been more rapid and more readily visible than in England. The American Medical Directory for 1958 notes 39 % general practitioners, 14 % partial specialists and 47 % full specialists. In 1950,48% ofpractising physicians were general practitioners, 15 % partial specialists and 37 % full specialists. That this trend is unrelenting is evidenced by Weiskotten's periodic reviews of trends in specialization, the latest of which shows 68 % of the 1950 graduating class in speciality practice (Weiskotten et al. 1960) .
Another element of change in the response to increasing complexity and depth of knowledge of modem medicine is the development of partnerships and group practice arrangements. Group practice growth parallels the growth in specialism. It is clearly an effort to restore unity from the fragmentation of practice which specialism induces. Means (1953) writes: 'The time has come, because of the complexities of modern diagnosis and treatment, when medicine should be practised usually by groups of doctors rather than by individual practitioners, . . . Without such organization, in one form or another, full advantage of our rapidly expanding scientific knowledge cannot be taken for the benefit of patients.'
In 1946 (when the first survey of group practice in the United States was made) there were less than 400 groups in our country. In the 1959 survey there are over 1,100. While only 3,000 doctors were involved in group practice fifteen years ago, more than 10,000 are involved now (Pomrinse & Goldstein 1960 ). An even clearer indication of that trend can be seen from the experience of graduating classes. The class of 1935 showed that partnership and group physicians were one-seventh the number of solo physicians, while in the class of 1950 group practice and partnerships were onehalf the number of solo practitioners (Weiskotten etal. 1960) .
But group practice simply as an alliance of specialists is not wholly satisfactory. The general practitioner offered the family a focus for centring their care and for adjusting and combining specialist activities. This role is still necessary in group practice. The family doctor approach for meeting the needs of the family for guidance and support through the maze of specialized knowledge is perhaps more necessary than ever because, concomitant with the changes in medical knowledge over the past fifty years, there have been changes in the structure of our society and in the interrelationships of families with society. The family must have access to a person with modern medical knowledge and training, but it must also have access to someone who will help them through the conflicts and helplessness which disease imposes.
Furthermore, the patterns of illness have changed. We can deal with acute diseases expeditiously and reasonably successfully. Since 1900, deaths from acute infectious disease in our own country have declined from about 25,000 to well under 10,000 at the same time that the population has increased from 75 million to 180 million (U.S.P.H.S. 1956-57) . Diseases which physicians face to-day are more complex. The chronic illnesses require more knowledge of human relationships, broader understanding and sympathy with the sick person's needs as well as greater knowledge of the course of the disease itself. Chronic illness requires more supervision over longer periods of time. The physician must deal with the family and society in a way which acute illness rarely demands (Cherkasky 1953) .
We are faced with the necessity for planning a medical service that will integrate modern medicine, specialism and the rapid accumulation of medical knowledge into family practice. The general practitioner in solo practice would be hard pressed to find a place in the scheme under the best of circumstances because of his lack of hospital connexions. The hospital has become the exciting centre of definitive medical care and medical education. As Evang (1960) says: 'The professional dissatisfaction ofmany general practitioners is also striking.... These complaints seem to be more pronounced among general practitioners in densely populated urban and suburban areas, and more in countries where the general practitioners do not have an opportunity of treating their own patients in hospitals.' And he adds, 'The general practitioner works in professional isolation and thereby misses the constant and positive stimulation and education embodied in teamwork with other doctors or other groups of medical personnel.' Lord Moran, in a debate in the House of Lords in 1943, said (Turner 1959) : 'If doctors . . . were to be banded eight or nine together and were to see patients at some house built for the purpose, with facilities for diagnosis and with consultative services at their elbow, they would breathe again that atmosphere of their student days in the wards and it would be a great gain to the community.'
Family practice requires social attitudes and willingness to deal with family problems, elements that need to be precisely defined and built into medical education. But family practice also requires a well-trained and adequately prepared physician who is working in a setting that allows him to use and refine his laboratory skills as a modern doctor.
With these considerations in mind it may be useful to look at the Montefiore Medical Group with particular reference to the activities of the family doctors associated with that Group. In the customary pattern of American group practice the Montefiore Medical Group is composed of specialists, the family physicians being specialists too in that they are all internists, that is, they have had four or five years of hospital experience after graduation from medical school so as to qualify them for the American Board of Internal Medicine. The Group physicians are all salaried, in accordance with a formula which takes into consideration their experience and training and the amount of work that they perform. Within these limits all physicians are paid equally. All the physicians practise in the Group Centre.
The Group's patients derive mainly from a pre-3(J payment scheme called the Health Insurance Plan of Greater New York and this Health Insurance Plan reimburses the Group for each subscriber covered. This capitation income is the Group's budget, and salaries as well as operating costs are part of the budget.
The family internist in the Group takes responsibility for complete care of the patient in the home, office and hospital. He has a panel of between 1,200 and 1,500 patients. His patients see him in the office or are visited in the home. If they require hospitalization they are looked after by him, in the Montefiore Hospital. This arrangement of practising from a single centre associated with the Montefiore Hospital has the advantages of formal as well as informal professional contacts among the physicians, gives all practitioners a sense of identification with the Group and an opportunity for participating in hospital activities, and continuing education.
The family physician has a fixed number of office hours, twenty-five per week. Of these twenty-five hours some are morning time, some afternoon time and some evening time. Two evenings a week, he will have hours after 6 o'clock in order to allow working people to come in without losing time and pay. One day he may have one short session and if there are no house calls, he will be free to study, attend conferences, visit another hcpital or take his wife shopping.
The number of hours was arrived at pragmatically, since the average patient requires 3 family doctor services per year, 80 % of which are provided in the office. A revisit is reckoned to take fifteen minutes, a physical examination thirty minutes and a new patient is entitled to two thirty-minute appointments. On the average the physician sees 3 patients an hour. While all his appointments may be booked, not all of the patients will show up. On the other hand, there will certainly be some patients who come in without appointments. In addition, he may be required to see as an emergency, a patient of one of his colleagues who is not in the office at the time. The Montefiore Group family physician thus provides about 4,500 services a year, of which perhaps 3,600 will be done in the office. Including the time necessary to make home calls and rounds in the Hospital, it is estimated that the family physician in the Montefiore Medical Group works about fifty hours a week forty-seven weeks a year. He is entitled to four weeks of vacation and up to a week to attend a medical meeting. In addition, he is entitled to four weeks of sick leave with full pay, or up to eight weeks at the discretion of the Group Executive Committee. He receives other perquisites, such as an insurance policy and a pension plan. He has a secretary to take all telephone calls and make the appointments for him.
In carrying out his daily duties, the family doctor takes care of his own patients, but he is also acting as part of a group. If one of his colleagues is sick or tied up with a special surgical procedure that makes him unavailable for a few hours, he may cover house calls for him and his colleagues will reciprocate another time. A rotating schedule provides for calls after 5 in the evenings and for weekends. Each of the family physicians is on duty one night a week and one weekend in five with two other family physicians to take care of emergency services. Some of the requests for service can be postponed and the patient will be advised to telephone his own physician the next day. Problems that cannot wait will be seen by the doctors on call and dealt with. How busy he is will vary with the day of the week and the month of the year. Record keeping is minimal. He has to make notes in the chart, of course, fill out insurance forms or dictate letters relating to his patients. But most of the paper work is completed by clerks and the record librarians.
You may compare the picture of a group family doctor with the activities of a solo practitioner in your own experience and weigh the differences.
This family doctor-internist is asked to prepare himself somewhat more extensively in medicine than the average general practitioner but the system is designed to offer him a direct channel for continuity of care of his patients in the home, office and hospital. The salaried group structure does not impose a rigid pattern and each doctor does not do exactly the same thing under exactly the same conditions. There is in fact great variation. These 9 family doctors are very similar in their training. All have had five years of hospital training after medical school. Their ages range from 33 to 41. Five have already passed their Board in Internal Medicine. Panel size varies from 1,020 patients to 1,573. This is partly from choice, and partly because of assignment of other duties. One doctor, for example, has some administrative responsibility. But per panel member, they each provide quite different average amounts of service. One doctor provides as little as 2-6 services per subscriber per year and another doctor almost 4. Furthermore the variation in utilization is not due to differences in age, sex or occupation of the patients. Other patients' attributes may, of course, be exerting some influence. The same wide variation can be seen in the volume of X-rays or the number of blood chemistries orderedin either case one doctor may order twice as many as another.
Since part of the doctor's job is to satisfy his patients, it would be interesting to know whether the way in which a doctor practises influences his patients' opinion of him or reaction to him. The only key we have to this in the Group is the rate of transfers of patients from one doctor's panel to another doctor's in the Group, and here again there is wide variation, though the rates of change of doctor are so small that the overall impression is one of great satisfaction. I hesitate to draw any far-reaching conclusions from this material. More extensive information is needed to rule out such artifacts as sampling errors and to seek the reasons for the variations that persist over time. However, for my present purposes the data in hand are adequate. They give support to my main thesis that in a group practice setting such as ours the physicians do not conform to a rigid pattern of medical care and the art in medicine is not lost.
In England a great deal of emphasis is being placed on training for general practice, for example, the excellent programmne of Scott (1956) in Edinburgh. In America, too, the American Academy of General Practice (1957) is urging the American Medical Association to adopt a policy of general practitioner training which is not far removed from British ideas. However, I would like to emphasize that family practice must be through group practice in a hospital setting. The recently published Sluglett report (1960) shows concern for creating groups of doctors based on health centres, which is a way along this line. It would be valuable to develop a group practice demonstration in a hospital setting in England. Much experiment needs to be done. Recently, in the Lancet I proposed a new type of curriculum for family practice (Silver 1961) . Orientating students toward family medicine and developing a specialty of family practice will be helpful in creating the kind of practitioners we need. But a variety of patterns of practice also should be tried. For example, over an eight-year period we had a demonstration at Montefiore Hospital in which a public health nurse and a social worker augmented the internist's job in a health team practice (Silver 1958) . The full appropriate use of public health nurses in family practice is still to be tried.
